example, the doctor knows the epidemiology that for most sore throats antibiotics will cause more harm than good, but sometimes the doctor is in no position to know what is appropriate in a person's life, and a much more patient-centred approach is needed. Is it appropriate, for example, for the man with tension headache to take long-term medication, or change his work, or seek relationship counselling? coaching for health Coaching for health is based on three principles that distinguish it from other consultations models. First, it is truly patient centred. In coaching, patients decide what they want to talk about and what goals they want to set. This would not work for a patient with central crushing chest pain, but for the person with tension headache the patient can be decide on what they may do to improve their situation, as they see it. Second, coaching recognises that patients have a remarkable potential to help themselves. Even the most insightless maker of poor choices has the potential to make their life different, often with only minimal intervention from outside. The third key principle is that patients are responsible for their own lives and actions. If the patient chooses not to stop smoking it is not a failure of professional intervention, it is a choice made by the patient, however unhealthy we may think that is.
This means that the twin tasks of coaching for heath are raising patients' awareness of the issues they face, and allowing them the responsibility to make choices. The task of the professional is to help the patient see what they are doing, reflect on what could be, and allow them the space to work out how they could change. Two coaching skills will help to illustrate this. However, in coaching, having raised the patients' awareness, the professional will simply say 'So what do you think is going on then?' It is up to the patient to make the connections and see possible ways forward. For example, it may not be a change in medication they need, but rather a way of stopping the children screaming all evening that will make the difference. The doctor could not have known that, and now the patient has made the connection rather than just being told, they will be motivated to explore changes they can make. The ABC skill then focuses on the goal a patient would like to set for addressing their health issue, and encourages the health practitioner to discuss resources and strengths to support the goal before supporting the patient to set a plan of action:
1. Antecedents: ask the patient to describe what occurs or exists immediately before the behaviour occurs.
2. Define the behaviour: in clear observable terms (frequency, intensity, and duration).
3. Consequences: ask the patient to describe what they are aware of both immediately after, and/or in relation to longer term effects of the behaviour.
4. Elicit meaning: ask the patient for their interpretation of the health issue based on the ABC above.
Elicit goals:
ask the patient what they would like to do or achieve with their health issue.
6. Elicit resources: explore previous successes or strengths that the patient can draw on.
7. Way forward: negotiate actions based on the patient's perception of the best way forward -keeping responsibility with the patient where possible.
tgroW
Another useful coaching skill is the TGROW or IGROW model, 8 in which the patient identifies the topic of discussion and is supported to set specific goals they would like to achieve. They may decide for example to deal with their diabetes by exercising rather than controlling their diet more coaching for health:
holding the curtains so patients can change out of hours tightly. The health practitioner can help by asking the patient what they are doing now (their current reality) and then exploring a range of alternatives they could choose to do (their options). It is then up to the patient to decide what they will actually do and set timescales, and the role of the health practitioner is to support their plan of action:
1. Topic: clarification and exploration of the topic.
2. Goal: setting of specific goals; long/ medium/short term.
3. Reality: understanding where the coachee is now in relation to their goals?
4. Options: exploring options for moving forward.
5. Will/way forward: identifying and agreeing specific action.
It will not always be appropriate to use a coaching approach, but we can think of the coaching process as a consultation in which the professional uses reflective skills to allow the patient to become aware of their situation, to reflect on possible ways forward, and allow a truly patient-centred, indeed patient-generated, action plan to emerge. the use of coaching in the consultation Consultations where this approach seems particularly relevant include those where some sort of behaviour change is required in the patient's life, in long-term conditions where patients benefit from being more in control, in complex and chaotic situations where the doctor can't get a full picture of the patients life, or with those patients who seem emotionally stuck and unable to move on for themselves.
It is important to stress that the aim of this approach is not to deny the diagnostic ability or knowledge of clinicians, but rather to combine clinical skills with behaviour change skills. It aims to raise awareness and responsibility in the patient, achieved through a transformation in the clinicianpatient relationship. We propose that the approach can offer a more effective way of eliciting patients' inner resources, and this can activate greater behaviour change than the traditional medical model of education and directive advice from health professionals.
Coaching presents a model of consulting that can be fresh and different from more traditional models of GP consulting that can be liberating for patients where other approaches have not been effective. It is as if we are holding the curtains while someone gets changed, and this metaphor does seem to capture its facilitative patient-centred approach.
